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ABSTRACT
PURPOSE Patterns of diet and physical activity, major drivers of morbidity and
mortality, are contingent on people’s feasible opportunities to pursue healthy
behaviors. Our objective for this mixed methods study was to develop measures
of feasible opportunities for diet and activity.
METHODS The Capability Approach framework for evaluating people’s real

freedoms to pursue their values guided the research. A community-based participatory model was applied to conduct focus groups of adults with obesity
or diabetes mellitus from an economically disadvantaged Latino community.
Focus group themes were developed into survey items that assess how individual
circumstances and neighborhood contexts influence opportunities for diet and
activity. The prevalence of different influences was explored in a sample of 300
patients from a primary care safety net clinic. Scales measuring different aspects
of opportunity were created through principal components analysis.
RESULTS Availability, convenience, safety, cost of food, and activity resources

interact with individual circumstances, such as illness, depression, family and
nonfamily supports, and scope of personal agency, to shape practical opportunities. Multiple vulnerabilities in availability of resources and moderators of
resource use commonly occur together, intensifying challenges and creating difficult trade-offs. Only one-half of participants reported that physicians understood
their difficulties pursuing activity, and just one-third for diet.
CONCLUSIONS Our results suggest that practical opportunities for healthy behavior
can be measured as a primary target for clinical and public health assessment and
intervention. The Capability Approach holds promise as a framework for developing interventions responsive to both personal and environmental determinants.
Ann Fam Med 2014;46-56. doi:10.1370/afm.1580.
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nhealthy diet and sedentary living cause substantial morbidity
and mortality in developed societies,1,2 taking their greatest toll
on disadvantaged populations.3-9 These behaviors have proved
difficult to manage in both clinical10 and public health11 contexts because
they have complex roots at the interface between individual choices and
social and physical environments.12-14
Given primary care’s high contact rate with disadvantaged populations15 and the importance of health behaviors in managing chronic
diseases,16 addressing behaviors is an essential function.17,18 But its performance in this role has been mixed: a large, complex literature reports only
modest success in improving diet and physical activity.10,19-22 Primarily,
interventions have focused on increasing individuals’ knowledge, motivation, and self-efficacy.23
Much evidence shows, however, that success will be limited if social and
environmental contexts are not accounted for.24-31 Even so, the clinician’s
task involves more than acknowledging context; the challenge is to understand how to help a specific patient succeed in a specific environment. The
ubiquity of behavioral risk factors in primary care makes this high-volume
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task a high priority,32 yet primary care clinicians lack a
systematic method to manage it. To address this gap,
we operationalize a conceptual approach33 to managing
the complex challenges of health behaviors, beginning
with measurement tools to help practices determine
which patients have limited opportunities for healthy
living. We describe the initial qualitative and quantitative findings from instrument development.

METHODS
Conceptual Development
Developed in welfare economics, the Capability
Approach34,35 is an analytical framework for individual
and social well-being that focuses on the practical
opportunities (capabilities) people have to achieve the
goals they value.36 What distinguishes the CA from
traditional evaluations is that it examines not only a
person’s attainment of important outcomes but also
the feasible opportunities to do so.37 Focusing on
opportunity reveals how behavior is constrained by
personal or environmental circumstances, disentangling the contextual question of whether there are real
opportunities to make good choices from the behavioral question of whether a good choice is made.38
When evaluating capabilities, 2 aspects must be
distinguished: the agency aspect (the power to make
one’s own choices) and the opportunity aspect (having
adequate opportunities to choose from).39
Determinants of capability include (1) inputs, such
as available goods and services and the purchasing
power to access them; and (2) conversion factors that
moderate a person’s ability to turn available goods
and services into real opportunities, such as personal
conversion factors (eg, physical disability, literacy),
social conversion factors (social norms, discrimination,
other power relationships), and environmental conversion factors (relevant features of the built and physical
environment).40 These determinants shape the capability set, the array of feasible opportunities that are
within a person’s reach.
Overall Approach
Using Loevinger’s framework for instrument development,41 we addressed substantive validity by defining
constructs through focus groups and created the survey questionnaire items from the emergent themes. We
then assessed the questionnaire’s structural validity by
constructing scales and evaluating their internal consistency and homogeneity.
Phase 1: Qualitative Study
In phase 1, we analyzed focus group data from a community sample of persons with obesity and diabetes
ANNALS O F FAMILY MEDICINE
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mellitus, choosing these conditions because healthy
diet and activity would be expected to be clinically relevant. Using a community-based participatory research
model,42 we partnered with a grass-roots service organization, the Edgewood Family Network (EFN), to design
and conduct the study and analyze data. EFN serves an
economically disadvantaged, primarily Latino area of
west San Antonio with a high prevalence of obesity and
diabetes. Qualitative data were collected in 2010.
We used EFN promotores (Latino lay community
health workers) to purposively sample 145 adults who
were obese or had diabetes mellitus from the network
of families they serve, forming 14 groups, respecting preferences for language (English or Spanish) and
same-sex or mixed groups. We chose the number of
groups conservatively, erring towards greater data
gathering.43
Inclusion criteria included aged 18 years or older,
English or Spanish speaking, living in EFN’s service
area, and having a diagnosis of type 2 diabetes (selfreport) or obesity. We excluded persons with cognitive
impairment precluding focus group participation.
Focus groups lasting approximately 90 minutes
were conducted by study investigators and promotores
trained in qualitative methods.
In cooperation with the EFN promotores, we developed an interview guide with 4 main questions: (1)
What are your values and goals for staying healthy? (2)
What resources for healthy living are available in your
community? (3) What helps or hinders turning those
resources into real opportunities? (4) Do your goals
change when there are few opportunities? How so?
The analysis used the framework approach, suitable for applied research with prespecified objectives.44 Focus group meetings were audiotaped and
transcribed, then translated, if necessary. Two investigators (B.B. and R.L.F.) used Atlas.ti software45 to
iteratively code text, independently identifying key
terms and themes and then reviewing transcripts to
reach consensus on significant concepts, as well as
unanticipated issues, raised by the participants. To
promote reliability, the investigative team and promotores developed a coding dictionary.
Phase 2: Quantitative Study
Phase 2 was a structured survey conducted in 2011. We
developed the items from focus group themes, aiming
for at least 10 candidate items per theme. A 5-point
Likert response set for each item ranged from strongly
disagree to strongly agree. We iteratively tested a preliminary pool of 120 items in cognitive interviews with
members of the target clinical population to identify
and edit potentially misunderstood items. The resulting questionnaire was then translated into Spanish and
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evaluated for conceptual equivalence. The final version
was reevaluated and approved by the promotores.
A research associate recruited 300 survey respondents from a safety-net primary care practice. Eligibility criteria included age 18 years or older, diagnosis
of either obesity or diabetes mellitus (self-reported),
ability to read English or Spanish, and lack of cognitive
impairment.
The survey objective was to estimate prevalences
for resources and conversion factors and to generate
preliminary scales measuring Capability Approach constructs. For the latter, we applied principal components
analysis (using Stata 11, StataCorp LP) to reduce the
candidate items, examining eigenvalues, factor loadings, and factor correlations to arrive at a best factor
solution. Missing value frequencies were less than 5%
across the survey items.
The study was approved by the Institutional
Review Board at the University of Texas Health Science Center at San Antonio.

RESULTS
Phase 1 Focus Group Study
Participants included 109 women and 36 men, all
Latino. Their mean age was 47 years (range 19 to 79).
Spanish was the principal language for 62%. Diabetes
was the primary inclusion criterion for 40% of the
sample, and obesity for 60%.
Agency: Goals, Values, Motivation, and Choice
Participants endorsed healthy diet and adequate physical activity as valued goals. Most often participants
specified children as their primary motive for wanting
better health. Perceiving themselves as being at high
risk from diabetes and its complications, and having
witnessed close relatives struggle with those illnesses,
they feared burdening their families.
Yet participants acknowledged that their behavior
often fell short of their ideals. Reasons for not following through included work-related fatigue, household
chores, and time pressures from juggling responsibilities. Depression was often mentioned as an inhibitor of
motivation, as well as a trigger for unhealthy behavior:
“Depression a lot of times because you can’t pay your
bills because you don’t have enough, that depresses
you, that makes you eat, that makes you do things that
you shouldn’t.” Physical illness also had a complex relationship with behavior, motivating changes yet giving
rise to functional limitations that hindered it.
Participants described limited autonomy. Disempowerment in domestic relationships arose when male
partners discouraged or prohibited women from preparing healthier meals or leaving the home for physical
ANNALS O F FAMILY MEDICINE
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activity. “Not my husband. He tells me that the one
on a diet is you not me.” Outside the home, disempowerment occurred through exposure to institutional
mistreatment. “The receptionist...asked for [his] social
security card and...she asked him where he had purchased it.”
A few respondents bluntly characterized their
behavior as “lazy,” often in the context of watching
Spanish-language serials, the telenovelas. They also
noted, however, that viewing these popular programs
was part of participating in the social life of their
community.
The Intersection of Personal and Community
Resources
Participants identified the presence, convenience,
and cost of community resources as important determinants of health behaviors. Although participants
sometimes framed them in absolute terms, such as the
absence of a park, they more commonly described
resources’ utility relative to their own circumstances.
Reaching a park, for example, could depend on having
a personal vehicle, a connecting bus route, or a bus
stop with adequate seating for those unable to stand
for long periods.
Programmatic subsidies were important contributions for access to such services as gym memberships,
recreation programs, and health care, without which
those services were often perceived as out of reach.
Participants recognized value of subsidies, yet enrollment procedures for means-tested programs could
be demeaning ordeals. Participants described carefully vetting the resources’ costs, means testing, and
whether undocumented persons were excluded.
The Importance of Conversion Factors
Conversion factors moderated participants’ ability to
convert resources into feasible opportunities. Some
participants needed additional information to move
from general notions about healthy behaviors to specific activity patterns.
So then, there is where they also disappoint us and start with
what one already knows, that you’re not supposed to drink
the glass of juice, you can’t drink the coke, the tortillas. Well,
we already know that. …I would like for them to say, [how]
they would switch the food, how to make the food.

Family support occurred through encouraging
behavior change, modeling behavior, or coparticipating
in structured activities. Family responsibilities of caring
for children or infirm relatives could also limit opportunities. “You can’t go exercise because you’re taking
care of someone for being ill. Sometimes you put your
whole life on hold to take care of someone.”
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Support from outside the family was critical for
many participants. Friends provided motivation or
companionship for healthy activities. Group activities
with peers were highly valued.
Participants’ own sense of not living up to social
norms—manifested as shame—could restrict their
activities outside the home:
A: Because sometimes you don’t want to go alone.
A: Yes, well, that’s true if someone’s ashamed.
Q: Of what?
A: To just go. To go and have someone see you doing
exercises.

Alignment of Multiple Vulnerabilities
Examining opportunities one at a time fails to capture the multidimensional nature of constraints that
limit opportunities: “Q: Why can’t you go walking?
A: Because I don’t know how to drive.” Here a middleaged woman’s opportunity for physical activity is limited by not having a driver’s license, a neighborhood
too unsafe to walk alone, no available companions for
physical activity or nearby gyms that she can afford,
and no public transportation to link her with a walkable destination.
Phase 2 Capability Survey
Survey participation rate was 95%. The 300 respondents yielded 292 usable questionnaires. Respondents
(Table 1) ranged in age from 18 to 78 years; 78% were
female, 82% Hispanic, and 12% African American.
Only 35% had schooling beyond high school. More
than 50 metropolitan zip codes were represented.
We initially analyzed questionnaire items under 2
headings: resources and conversion factors, calculating
percentages (Figures 1 and 2) of those who agreed or
strongly agreed with a given statement. To frame all
items in the direction of greater opportunity, coding
was reversed for items measuring barriers.
Opportunities for food shopping were rated highly,
with 96% reporting fruits and vegetables sold where
they shop, and 86% reporting easy travel to a food
market. Food insecurity was common, however, with
many respondents identifying trade-offs between food
and other necessities, and 71% reporting they could
not afford groceries for an entire month. With respect
to physical activity, 72% of respondents noted nearby
opportunities for outdoor activity, though only 27%
felt safe walking after dark. One-half reported indoor
physical activity was available nearby. Only 20% said
they could afford a gym.
Following the lead of the focus groups, we evaluated conversion factors, including (self-perceived)
health literacy, support from family and friends, houseANNALS O F FAMILY MEDICINE
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hold power relationships, professional support, social
norms, fatigue, and depression, almost all of which
reduced opportunities for more than 20% of the sample. Exceptions included physician encouragement for
healthy diet and activity, each reported by more than
90% of respondents. Much lower percentages reported
that physicians understood their difficulties in pursuing
health behaviors, however: slightly more than one-half
for physical activity and barely one-third for diet.
Survey responses confirmed focus group accounts
of domestic partners undermining healthy behaviors,
with 14% reporting sometimes being forbidden to
pursue physical activity, 18% considering jealousy
when planning activities, and 31% facing refusals to
eat healthier meals. Those barriers were reported by
similar proportions of men and women. One-half the
participants, however, noted the opposite, that partners
aided healthy behaviors.
Not surprisingly in a sample with high rates of
obesity and diabetes mellitus, 59% of respondents said
poor health limited their physical activity.
Multiple vulnerabilities appeared in the survey data
as well. For example, when examining 4 physical activity questions (2 resources: feeling safe in neighborhood
after dark, having indoor places for physical activity;
and 2 conversion factors: partner support for physical
activity, and friends’ company for physical activity), we
found that 48% of respondents reported only 0 or 1 of
those opportunities present.
After examining eigenvalues, factor loadings, and
factor correlations, we found that the best solution in
Table 1. Sample Characteristics
Characteristic

292

Age, mean (range), y

46.8 (18-78)

Female, %

78

Race/ethnicity, %
Hispanic

81.5

Non-Hispanic black

8.9

Non-Hispanic white

7.9

Other

1.7

Survey language, %
English

82.3

Spanish

17.7

Educational attainment, %
0-8 years

15.0

9-11 years

19.7

High school graduate/GED

30.3

Any college

35.0

BMI >25 kg/m2, %

96

Diabetes mellitus, %

56.6

BMI = body mass index; GED = general equivalency diploma.
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Figure 1. Prevalence of resources.
Resources
Available fruit and vegetables where I shop
Many fresh fruit and vegetables available at local grocery
Easy to get to food store
Local fruit and vegetables of high quality
Nearby outdoor physical activity
Outdoor physical activity on my schedule
Can afford fruits and vegetables
Large selection of low-fat products
Feel safe walking during the day
Have place for safe outdoor activity
Easy to walk places in neighborhood
Afford lean meat and fish
Must travel outside neighborhood to grocery (rev)
Nearby indoor physical activity
Neighborhood physically active without needing to pay
Have place for safe indoor activity
Indoor physical activity on my schedule
Can’t afford food over entire month (rev)
Feel safe walking after dark
Have place to grow vegetables
Neighborhood offers many activities
Afford gym
0

20

40

60

80

100

Percent
PA = physical activity or physically active; rev = reverse coded from original.
Note: all coded in direction of positive opportunity.

a principal components analysis contained 8 factors,
with an overall Cronbach’s α of .86. The Kaiser-MeyerOlkin measure of sampling adequacy for the whole
instrument is .77. Subscale α levels range from .62 to
.83. The items group into 2 subscales for resources
(convenient resources, neighborhood opportunities) and
6 subscales for conversion factors (barriers, knowledge,
available time, family support, spouse/partner support,
and nonfamily support). The items, scales, factor loadings, and α levels appear in Table 2. We also evaluated
items’ loading if diet and activity were factored separately. Loadings were similar for all but a few items.
Finally, to analyze the multidimensional aspect of
resources and conversion factors, we examined the
covariance of summary resource and conversion factor scales for diet or physical activity (Figure 3). The
strongest correlations appear between diet and activity
resources and between diet and activity conversion
ANNALS O F FAMILY MEDICINE
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factors. Figure 4 displays multidimensional scores on
these 4 scales for 60 randomly selected participants.
These plots can be read as graphical summaries of
individuals’ resources and conversion factors for diet
and activity. Comparing plots shows the considerable
interindividual variability in capability. Notably, many
of the plots display symmetrical shrinkage, indicating
that individuals face limitations on all 4 scales.

DISCUSSION
This mixed methods study assessed practical opportunities for healthy diet and activity in a socioeconomically disadvantaged population. Focus groups
and survey data identified important resources and
moderators shaping opportunities. Together, these data
make a compelling case for practical opportunities as
a primary target for clinical and public health assess-
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ment and intervention. Given the geographic, ethnic,
and socioeconomic homogeneity of the sample, the
survey findings revealed a wide range of opportunity,
driven by variations in neighborhood environments,
physical and mental health status, family composition, family and peer support, and personal autonomy.
This variability indicates it is important not to make
assumptions about what is feasible for a given person.46

Systematic assessment of how personal circumstances
interact with resources in the environment is needed to
understand the different supports needed by different
people to create the same substantive opportunity.
Our focus group and survey data confirmed the
importance of assessing both agency to choose and
adequacy of available opportunities. Distinguishing between them is important because the solutions

Figure 2. Prevalence of conversion factors.
Conversion Factors
Doctor encourages healthy diet
Doctor encourages physical activity
Partner forbids to be physically active (rev)
Consider partner jealousy in planning day (rev)
Know how to eat healthy foods
Know how to shop for healthy foods
Family care leaves little time for cooking (rev)
Partner refuses to eat healthy food (rev)
Family care leaves little time for shopping (rev)
Too tired to cook own meals (rev)
Family allows me to eat recommended diet
Friends encourage healthy food
Family care leaves little time for physical activity (rev)
People I live with eat healthy foods
Treated with respect often or always
People I live with are physically active
Feeling depressed keeps me from food shopping (rev)
Friends encourage regular physical activity
Know where in neighborhood to get physical activity
Feeling depressed keeps me from preparing meals (rev)
Doctor understands how hard to get physical activity
Partner helps eat healthy food
No one to watch children during physical activity (rev)
Partner helps get regular physical activity
Friends keep me company for physical activity
Illness gets in the way of physical activity (rev)
Feeling depressed keeps me from physical activity (rev)
Too tired for regular physical activity (rev)
Doctor understands how hard to eat healthy
Speaking Spanish keeps people isolated (rev)
0

20

40

60

80

Percent of Respondents
PA = physical activity or physically active; rev = reverse coded from original.
Note: all coded in direction of positive opportunity.
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Table 2. Capability Assessment for Diet and Activity (CADA)
Subscale

Item

Convenience, cost
α = .78

Neighborhood opportunity
α = .78

Barriers
α = .75

Knowledge
α = .83
Time pressure
α = .75

Family support
α = .62
Spouse/partner
α = .65
Nonfamily support
α = .80

Loada

Diet/Activityb

Easy to get to store for food shopping

0.64

D

Nearby places for outdoor physical activity

0.52

A

Places open when I want to do indoor physical activity

0.49

A

Fresh fruits and vegetables available where I shop for food

0.74

D

I can afford to buy fresh fruits and vegetables

0.57

D

I can afford to buy fish or lean meat

0.52

D

Fruits and vegetables where I shop are high quality

0.57

D

In my neighborhood it is easy to walk places

0.72

A

Places where I can be active without needing to pay

0.65

A

I often see other people walking in my neighborhood

0.71

A

People generally feel safe in my neighborhood

0.64

A

My neighborhood is well lighted for evening activities

0.59

A

I am too tired to be physically active

0.62

Illness gets in the way of cooking own meals

0.71

D

I am too tired to cook my own meals

0.76

D

Feeling depressed keeps me from being active

0.74

A

Feeling depressed keeps me from shopping for food

0.72

D

I know how to eat healthy foods

0.89

D

When I eat at a restaurant I know how to choose a healthy meal

0.86

D

I know where in my neighborhood to shop for healthy foods

0.75

D

Taking care of my family gives little time to be physically active

0.55

A

Taking care of my family gives me little time to cook meals

0.51

D

My schedule gives me little time to cook my own meals

0.85

D

My schedule gives me little time to go food shopping

0.85

D

I have time to be physically active on most days

0.54

There are people I live with who eat healthy foods

0.77

There are people I live with who are physically active

0.75

Family allows me to eat recommended foods

0.59

Spouse or partner complains when I serve a healthy meal

0.44

Spouse or partner doesn’t allow me to be physically active

0.81

When I plan my day, I have to think about my partner’s jealousy

0.78

Friends encourage me to be physically active

0.84

Friends encourage me to eat healthy foods

0.87

Friends keep me company when I’m physically active

0.70

D

D

A

Note: Blank cell indicates subscale does not load on behavior-specific scale. A = loads on activity scale; D = loads on diet scale.
a
b

Rotated (varimax) factor loading.
Whether item loads in behavior-specific scale.

are different: empowerment in one case, increasing
available resources in the other. Respondents more
commonly reported limitations in opportunity rather
than agency. Notably, in focus groups only women
described limited agency, whereas when surveyed, both
sexes reported it equally. The discrepancy may be due
to men’s reticence to openly disclose limited agency.
Qualitative and quantitative data also converge
on other findings. Limited household and community
resources create strong demand for positive supports,
yet participants noted that institutions and businesses
often fail to meet their needs. To the extent that
healthy foods and activity venues are commodities,
poor communities offer few incentives. Participants
understood this scarcity, and focus groups contained
ANNALS O F FAMILY MEDICINE
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many instances in which participants avidly inquired
about services that others had successfully accessed.
This communication channel, the social network, can
potentially be leveraged to diffuse knowledge about
local assets through trusted sources. The limits of
commodity approaches also highlight the critical role
of public goods—communal spaces, for example—in
supporting healthy behaviors.
Mindfulness of opportunity’s multidimensional
nature is critical for success. The joint distributions of
resources and conversion factors for diet and physical
activity confirm that multiple opportunity deprivations
are common. Obstacles can therefore be underestimated if they are considered in isolation. The correlations also suggest, however, that addressing such
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conversion factors as depression, literacy, or autonomy
for one health behavior may have a positive effect on
other behaviors. Typically, these problems would be
addressed through distinct interventions, but it may be

fruitful to consider place-based approaches that engage
local populations in solving multiple problems. 47
Considering the many achievements that people
value and attempt to balance helps explain certain
trade-offs and paradoxes in
health behaviors. One such paraFigure 3. Scatterplots displaying covariance of resources and
dox is the coexistence of food
conversion factors for diet and physical activity in 292 participants.
insecurity and obesity as families
Covariance of Diet and Activity Resources and Conversion Factors
use their limited funds to buy
Diet
densely caloric foods. Another
Resources
is illustrated by the accounts of
5
.40
those who avoid outdoor activiDiet
ties they feel would open them
Conversion
3
up to public shame.
Factors
Although many studies, quali1
5
tative48-52 and quantitative,53-56
.57
.28
have investigated facilitators
Activity
3
and barriers for health behavResources
iors, the Capability Approach
1
addresses persistent challenges
5
.45
.60
.53
in the field.57 Two large bodies of
Activity
Conversion
health behavior research—one
3
Factors
focusing on individuals’ choices
1
and another on environmental
contexts—have been largely
1
3
51
3
51
3
5
unconnected. To remedy the
Note: Each scale scored 1 (low) to 5 (high). Correlations at upper left in each cell.
divide, a set of ecological models emerged 58-60 that encompass
individual and social determiFigure 4. Scores for diet and physical activity resources and
nants, yet it remains unclear how
conversion factors in a random 20% sample of study participants
these models should influence
(60 patients), wherein each plot represents 1 participant.
clinical practice. The models
list influences at multiple levels
Multidimensional plot of resources and conversion factors
without offering a clear picfor diet and physical activity in 60 patients
ture of how they might come
Diet resources
together for a given individual.
Diet conversion factors
The Capability Approach, proActivity resources
viding a synthesis of resources,
Activity conversion
factors
conversion factors, and practical opportunities, points a way
forward. It helps disentangle the
problem of behavior change in
disadvantaged populations into
a set of components to be managed. Measuring capabilities in
primary care would help identify
subsets of patients with relatively
better and worse capabilities,
so resources could be directed
toward the latter.
Final plot displays maximum
score on each dimension
Helping these identified
Note: Individual plots display 4 measures on 4 separate axes: scale scores for diet resources (north); diet converpatients develop workable opporsion factors (east); activity resources (south); and activity conversion factors (west). Each scale’s range is 1 (center)
tunities calls for appropriate
to 5 (periphery). At bottom right is displayed the plot resulting from a maximum score on each measure.
systems of care.61 The essential
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core functions include assessing patients’ capabilities in
a standardized format, reviewing data, and connecting
vulnerable patients with interventions. Depending on
practice size and setting, these responsibilities could
be carried out by trained medical assistants, health
educators, nurse care managers, or software systems.
In many areas, community health workers are available to assist patients with activation, problem solving,
and navigation to needed resources. Although core
functions will usually depend on personnel other than
the primary care clinician, the gaps our survey respondents noted in clinicians’ understanding of their health
behavior challenges suggest that clinicians’ behavioral
counseling would also be improved by these data.
For communities, systematically assessing capabilities can help explain and address the prevalence of
unhealthy behaviors. In our local work, the Capability
Approach has helped structure policy conversations
that emphasize the limitations of personal choice as
the principal intervention target, while presenting an
actionable alternative: expanding people’s practical
opportunities. Many communities will require substantial multisectoral work to improve their food and
activity environments, but federal initiatives, such as
Communities Putting Prevention to Work and Community Transformation Grants, are providing critical
support for local efforts to create the conditions for
healthy living.62 There is growing consensus that
the public health and clinical endeavors promoting
health behavior change would benefit from greater
coordination.63
The study is subject to several limitations. We
studied a single ethnic group in one community, so
results may not be generalizable to other areas, particularly where the relationship between personal and
contextual disadvantage differs. With little income
or racial/ethnic heterogeneity in the sample, we were
unable to examine how these variables influenced
capability. Also, we began with a predefined analytical framework. Although our analysis was open to
unexpected findings, a grounded theory methodology
might have yielded alternative interpretations. We had
difficulty addressing one of our primary questions,
whether people adjust their health goals downward
when they see few opportunities to achieve them.
Respondents appeared to have difficulty with the
question’s premise or with imagining the counterfactual where opportunities were abundant. Finally, this
preliminary evaluation did not assess survey reliability
or construct validity. A larger study, in progress, is
evaluating capability for diet and physical activity
simultaneously with measures of those behaviors.
Strengths included a community-based participatory research design with our community partner
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involved in planning, focus group development,
recruitment, and interpretation. The many focus
groups increased our confidence that we had adequately sampled different experiences. Offering focus
groups and questionnaires in English and Spanish gathered perspectives across levels of acculturation.
Our results suggest that practical opportunities
for healthy diet and physical activity can be measured as a primary target for clinical and public health
assessment, with the potential to help align multilevel
interventions and close the gap between intention and
achievement.
To read or post commentaries in response to this article, see it
online at www.annfammed.org/content/12/1/46.
Key words: health behaviors; models, theoretical; social environment;
qualitative research
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